ABSTRACT Medicaid managed care is delivered through organizations operating in very heterogeneous environments that confront similar barriers to success. Because Medicaid managed care is implemented differently in each state, health plans have been isolated from each other and have not had an opportunity to learn how others may have surmounted commonly encountered barriers. After interviewing Medicaid health plan medical directors, we developed a learning collaborative model based on shared categories of problems they would need to address before they could implement a successful improvement strategy in an important dinical area, birth outcome improvement. Under the Best Clinical and Administrative Practices initiative, we have brought together 12 Medicaid health plans to work together on strategies and specific objectives for overcoming obstacles to improvement. Evaluations by participants have been positive, and they appear to be making a number of specific organizational changes based on learning from the collaboratives. We will be employing this organizational development model to a series of clinically and administratively important topics over the next few years.
INTRODUCTION
Medicaid health plans cover the health care of America's low-income and disabled populations and operate in individual state and regional markets that are regu- ments. As a result, it is difficult for Medicaid plans to share their experiences in addressing the needs of their membership. They do not share an effective national forum for discussing issues, even as they face common problems of poverty, cultural difference, and homelessness and a heavy burden of incurable chronic illness.
Medicaid plans experience considerably higher population turnover than do commercial or Medicare plans. The "churning effect" is considerable nationwide, with Medicaid plans experiencing disenrollments of 10-15% each month. I Further, the membership is far less likely than are commercial or Medicare populations to have stable housing, a reliable mailing address, a telephone, or a continuous long-term relationship with a specific health care provider. As a result, many well-designed programs that have been successful in other managed care settings have failed in the Medicaid environment over such basic issues as identifying people with defined health care problems in a timely way (given ongoing population shift) or finding members to offer specified health interventions (given the high frequency of unreliable address or telephone member demographic data).
The impact of health improvement programs often turns on the success or failure of baseline activities that are not even thought to be problematic in other managed care environments.
As it turns out, different organizations have "solved" some of these problems in their own settings, often utilizing creative strategies of community partnership or organizational process re-engineering. A Medicaid plan that added, "If you're pregnant, press 6," was able to improve significantly the number of women in their population identified as being pregnant. These kinds of "on-the-ground" solutions typically are not published or disseminated widely.
Based on a series of interviews with chief medical officers and senior quality management staff at 24 health plans around the country that cover the Medicaid population, either as their only activity or as one of several lines of business, we identified commonly experienced barriers to success, as well as examples of strategies for addressing them. We recognized a pattern in the kinds of barriers and created a classification system, or "typology," meant to structure conversations among diverse plans. We convened a work group in a learning collaborative format to share experiences of success and of barriers using the typology format to organize their conversations.
In this paper, we summarize our work group experience to date and discuss relevant issues in Medicaid managed care that have been important to the future success of the work group. consider low-cost, creative outreach strategies to get members into care before health conditions become present or are exacerbated. 2. Plans will consider both community-based and plan-supported outreach programs as a routine part of their BCAP design.
3. Plans will consider strategies that motivate members to comply with medical recommendations.
2. Medicaid members have fewer community supports (e.g., transportation, telephones) to maintain dependable health outcomes. 3. Medicaid members, unlike commercial members, do not bear financial consequences from failure to follow administratively prescribed policies and procedures.
4. Medicaid plans experience high member turnover and may hesitate to invest in improvement projects that do not realize immediate results.
5. Medicaid plans are fundamentally administrative organizations that employ population-based rather than patient-based methods to improve health outcomes. 6. Medicaid plans operate in heavily and diversely regulated environments that must figure prominently in improvement methods.
7. Medicaid plans have much thinner margins for innovation than commercial plans. This jeopardizes the sustainability of all research and development endeavors.
4. BCAP will focus on topics that can realize immediate results in health outcomes and cost savings or that are deemed a priority by their state or the federal government. 5. Plans will address planwide, operational systems that support their mission to manage the health care needs of vulnerable populations on Medicaid.
6. BCAP will link to state and federal requirements to comply with NCQA, HEDIS, and QISMC expectations for quality management and improvement. 7. As stated in item 4, BCAPs will focus on topics that can bring immediate results in health outcomes and cost savings or that are deemed a priority by their state or the federal government.
response to the challenges of serving Medicaid and SCHIP beneficiaries (see Table I ).
MEDICAID PLAN MEDICAL DIRECTOR SURVEYS
CHCS conducted a series of telephone interviews with plan leaders in spring The majority (7 of 12) of medical directors were unable to cite their single program that "added the most value for Medicaid beneficiaries." In plans that managed both commercial and Medicaid product lines, virtually all medical directors noted areas in which they had achieved significant improvement in the commercial (and, in some cases, Medicare) population, but they had not been able to extend those results or programs to the Medicaid population. Several medical directors reported that they either were rolling out or had in place programs they believed would be promising, but they did not yet have data to support that belief. Only one medical director claimed "success," but the example seemed to be based on deeply flawed data and measures. Other medical directors were more aware of the problems they had documenting success. Three plans claiming successes cited their activities in medical informatics, discussing either structural approaches (e.g., having created a separate department or division of medical informatics) or particular approaches (shared data definitions across the company, "data-mining" techniques to extract meaningful information from a welter of data). The importance of data strategies should not be underestimated because the most common problem mentioned by those who were unable to cite successes was the inability to identify relevant populations. Major barriers to success cited by plan medical directors included an inability to obtain relevant data, population turnover (one plan reported 15% per month), fragmented marketplaces and delivery systems, staff turnover, absence of identifi-able performance benchmarks, and difficulty contacting members (inability to reach 40-50% of membership by telephone).
Almost all of the interviewees expressed interest in participating in a national collaborative effort focused on improving clinical and administrative practices.
Opportunities they perceived from the proposed BCAP effort included identifying and working with a peer group, being able to develop and acquire benchmarks, and collaborating in a focused way to achieve improvement. CHCS has incorporated process improvement and organizational change methods into BCAP to address plan priorities for tracking and demonstrating improvements.
The biggest concern of the plans about participation in such an effort was the risk of it being a waste of time. Though the interviewees cited issues of local competitiveness as obstacles to successful collaboration in their individual marketplaces, none of them expected such a problem in a national collaboration, and all of them denied that it would be a barrier to their own participation. likely to be enormous and will be driven by organizational needs to link these members with an array of social services. The need of Medicaid beneficiaries for ancillary and social support services, including housing, child care, and transportation, and the consequence of missing these key elements in an overall package of care will force Medicaid plans to develop medical programs that coordinate with community-based organizations that address nonmedical needs.
There are also trends toward carve-outs in managed care programs, as when particular services (e.g., behavioral health care) or populations (e.g., people diagnosed with AIDS) are paid for and managed by a specialty contractor apart from the standard benefit package handled by the Medicaid plan. Carve-out arrangements can contribute to barriers for integrated service delivery. Therefore,
Medicaid plans increasingly will need to build successful relationships with organizations that provide these additional services (e.g., social case management). Plans will also experience an increase in the volume and dollar levels of medical claims as they attempt to incorporate special populations.
GATHERING, PILOTING, DOCUMENTING, AND DISSEMINATING

BEST PRACTICES
Through BCAP, CHCS is convening chief medical officers of up to 60 Medicaid plans to gather, pilot, document, and disseminate best practices. Our assumption has been that there is not a single best practice for Medicaid plans. As the BCAP project proceeds, in fact, some have challenged our use of the term best practice. Table II ).
This classification system will change for each BCAP topic addressed by future work groups (e.g., the Improving Preventive Care Services for Children BCAP work group is adding an additional step to their classification system, focus, which refers to the prevention services that the respective health plans will treat as priorities under BCAP). Under the improving birth outcomes classification, identification involves finding out who is pregnant, for instance, Does the plan have a mechanism in place for identifying pregnant health plan members? Can it be improved? If plans do not have successful programs for identifying pregnant plan members, they will not be able to achieve success in improving birth outcomes.
Similarly faculty in a training effort. In addition to the Improving Birth Outcomes work group, future BCAP work groups will focus on best practices for improving pediatric preventive care services, improving pediatric asthma care, and improving care coordination for people with special health care needs. Additional topics will be selected in 2001. CHCS will also establish a permanent forum for Medicaid and SCHIP health plans that participate in BCAP to continue in the sharing and piloting of best clinical and administrative practices.
